From the Urological and Plastic Departments of the United Sheffield Hospitals Mr. J. C. Anderson: If we exclude cases of urethral stricture and prostatic obstruction, most cases of obstruction and dilatation of the urinary passages are due to a neuromuscular factor or a congenital anomaly.
most cases of obstruction and dilatation of the urinary passages are due to a neuromuscular factor or a congenital anomaly.
The majority of these interesting urological cases were referred to me by my medical colleagues. Many presented with recurrent urinary infections. Only a few had other urinary symptoms, such as renal colic, and many had no urinary symptoms whatever. These frequently had a history of vague abdominal pain, sometimes in one or other iliac fossa. Dyspepsia and recurrent attacks of vomiting were quite common features. In my opinion all children with abdominal pain which cannot be attributed to a definite clinical source should be subjected to full urinary investigation. It is also worth mentioning that many adults with hydronephrosis have a dyspeptic syndrome with no urinary symptoms and a urinary investigation is called for in many such cases.
Mr. Anderson drew attention to an X-ray film taken ten minutes after the instillation of the opaque medium and withdrawal of the ureteric catheter in retrograde pyelography. Gross retention indicates a pathological degree of obstruction and the site of obstruction is accurate!y localized by the abrupt termination of the shadow. He showed films from the following illustrative cases:
(1) From a girl aged 10 with a three months' history of left iliac pain and general failure of health, but no urinary symptoms. Her urine was infected. Investigation showed left-sided hydronephrosis, which at operation was found to be due to obstruction at the upper end of the ureter by a leash of vessels passing to the lower pole of the kidney. This condition was relieved by the plastic operation described by Mr. Hynes. The urinary infection has not recurred.
(2) From a boy aged 61 years. His only symptom was frequently recurring attacks of vomiting.
He had no pain, no urinary symptoms and his urine was uninfected. At operation the obstruction did not appear to be due to a mechanical factor but to a persistent state of spasm at the pelvi-ureteric junction.
(3) From a boy aged 12 with recurrent attacks of left renal colic. Investigation showed persistent spasm at the pelvi-ureteric junction but no dilatation. The pelvi-ureteric junction was resected and the patient's symptoms relieved.
(4) From a girl aged 10 years with right iliac pain which was thought to be due to appendicitis. Her urine was infected and the condition was ultimately diagnosed pre-operatively as being due to a retrocaval ureter. Her symptoms were completely relieved by a plastic procedure, the ureter being detached through the renal pelvis, withdrawn from behind the vena cava and re-anastomosed by the technique to be described.
(5) From a girl aged 10 years with a history of right iliac pain. She was found to have double renal pelves and ureters which joined in the region of the right sacro-iliac joint. The ten minutes' emptying film showed the obstruction to be at the point where the ureters joined. He believed that the obstruction in such cases is due to a peristaltic wave in one element meeting a phase of spasm in the other element, this leading to stagnation, infection and dilatation. These observations were confirmed at operation and the presence of a mechanical stricture was excluded by ureteric catheterization at the operation.
(6) From a child aged 2i years who had been operated upon for a meningocele in infancy. She now had gross distension of the bladder with overflow incontinence and infection. Her bladder was grossly trabeculated, the lesion being due to spasm at the bladder neck comparable with that found in cases of paraplegia or spinal injury. Temporary but definite relief was achieved by an injection of a local anasthetic into the sacral canal. Mr. W. Hynes: Conservative operations for hydronephrosis have a bad reputation. 20% come to nephrectomy and a large proportion of the rest show persistent renal infection.
There are two main reasons for these poor results: (a) Faulty operative technique.-The chief fault is that, after re-implantation of the ureter into the pelvis, the stoma is surrounded by a circular circumferential scar which, as it contracts once more, obstructs the renal pelvis.
(b) Faulty diagnosis of the exact site of the obstruction.-Even at operation it can be very difficult to locate the exact site of the obstruction which may be in the upper ureter rather than at the uretero-pelvic junction. It' is possible, therefore, to leave the pelvis permanently obstructed after an apparently successful plastic operation at the uretero-pelvic junction. Fig. 1 illustrates the method we are using. The upper 3/4 in. of the ureter, the ureteropelvic junction and the redundant upper pelvis are resected in one piece (B). The lowest part of the pelvis is retained and turned down as a flap (A). The upper two-thirds of the opening thus created in the renal pelvis is closed with a continuous plain 4/0 catgut suture. The Section of Pcediatrics 5 upper ureter (C) is then slit downwards for 1 in. (a) and its edges anastomosed to the edges of the aperture in the lower third of the pelvis and to the edges of the pelvic flap-also by a continuous plain 4/0 catgut suture. The renal pelvis is drained for a few days by a nephrostomy but the anastomosis is not splinted by an indwelling ureteric catheter. Fig. 1 ). Subsequent contraction cannot, therefore, narrow the lumen of the ureter at this point. (iii) By radically resecting the whole uretero-pelvic region together with the upper end of the ureter we ensure that the obstruction is removed and is not left behind to obstruct the new renal pelvis. Parenteral Alimentation in Relation to Nitrogen Balance and Liver Damage By S. A. DOXIADIS, M.D.
FIG.I -
Senior Lecturer in Child Health, University of Sheffield THiS discussion concerns the parenteral administration of nitrogen in the form of protein and its derivatives. Most workers when giving nitrogen parenterally in any form aim at attaining a positive nitrogen balance. Recent advances in liver pathology have added a second aim: the prevention of liver damage. The problem will therefore be examined under two headings: (1) The attainment of nitrogen equilibrium or of a positive nitrogen balance;
(2) The prevention of liver damage.
(1) NITROGEN BALANCE After the first day of restriction a normal adult, deprived of food, derives approximately 13% of the calories he needs from tissue protein (Cuthbertson, 1948) . Gamble's team (Gamble, 1947 ) working on the "life raft ration" showed that this nitrogen loss is halved if 100 grammes of dextrose are given daily. On this intake about 40 grammes of tissue protein are catabolized every day. If the same amount of animal protein (egg) is added to the daily intake of dextrose, the nitrogen loss is only insignificantly reduced, because" the ingested protein is used for energy purposes and not for protein anabolism. Gamble (1947) has further quoted unpublished data of Schwimmer and his team according to which only when 60-70 % of the calorie requirements are provided from other sources is nitrogen equilibrium approached on an intake of 40 grammes of protein daily.
It is true that some workers (Elman et al., 1945; Elman, 1947; Werner, 1948) claim that they achieved a positive nitrogen balance by giving very large amounts of nitrogen, although the total calorie intake was low. But even if their reports are confirmed by others the amount of nitrogen which has to be given is such as to make it impracticable for parenteral use. All these observations refer to normal subjects.
It must be remembered, however, that injury and disease, apart from possibly interfering with the intake of protein, increase protein catabolism and therefore adversely affect the
